T he importance of a preoperative diagnosis in the assessment of breast lesions in women is widely accepted. This preoperative diagnosis is achieved using a multidisciplinary approach by surgeons, radiologists, and pathologists-the so called triple test. The pathological diagnosis is achieved by the use of fine needle aspiration cytology (FNAC) and, since the introduction of spring loaded biopsy guns, also by core biopsy. The advantages for women with cancer are that the optimal treatment can be planned and discussed, and for those with benign lesions unnecessary operations can be avoided.
''A preoperative pathological diagnosis can be as desirable in men as in women''
The situation in men seems to be different, with a preoperative pathological diagnosis being made in only a limited number of men. 1 Nevertheless, a preoperative pathological diagnosis can be as desirable in men as in women-for example, sentinel lymph node biopsies can also be performed in men with breast cancer. 2 One of the reasons that a preoperative pathological diagnosis is not achieved could be that the incidence of breast cancer in men is low, and therefore the diagnosis is not considered. In the Netherlands, the incidence of male breast cancer is 0.8/ 100 000 person years, as opposed to 121.3/100 000 person years in women (Dutch cancer registry 1995). In addition, the preoperative diagnosis of male breast lesions has received little attention-only a limited number of series of FNAC of the male breast have been reported. 1 3-9 To the best of our knowledge, results of core biopsies of the male breast with spring loaded biopsy guns have not been reported. Here, we report our preliminary results with this technique.
PATIENTS AND METHODS
Our pathology service works for several community hospitals in the area. Core biopsy of the breast with spring loaded biopsy guns was first introduced at the end of 1993. The first biopsy of a male breast was also performed in 1993. All records of male patients undergoing core biopsy of the breast between 1993 and the end of 2002 were retrieved from our pathology computer files. Histological follow up of these core biopsies was obtained from the same files and correlated with these biopsies. No revision of the core biopsies was performed. For specimens without histological follow up in our own files, the nationwide pathology computer files were consulted. One patient was treated for his breast disease at another hospital and we contacted the department of pathology for follow up data.
RESULTS
In total, 26 core biopsies of male breasts were performed from 1993 until the end of 2002. All patients presented with unilateral lesions. Patients were between 20 and 88 years of age. Seven different surgeons and three radiologists obtained biopsies and each physician contributed one to five cases to our study. All surgeons and radiologists were experienced in taking core biopsies from female breasts. The number of cores taken for each patient varied between one and four. Thirteen different pathologists reviewed the slides, and no biopsies were regarded as inadequate. In seven patients, a core biopsy was performed after an inconclusive FNAC. Table 1 summarises the results from those biopsies with histological follow up, and all core biopsy results were confirmed in the excision specimen. Table 2 provides the results of those biopsies without histological follow up in our department. Histological follow up was also not available for these patients after consulting the nationwide pathology computer files and therefore the follow up time is given. The time since the diagnosis was between five and 94 months. We assume that we missed no cancers, at least in those patients with a follow up time of more than one year. One patient with an invasive ductal carcinoma (patient 2) did not receive surgical treatment because of old age. Another patient with a small cell carcinoma (patient 21) was transferred to an academic hospital for treatment. The core biopsy was revised at the pathology department and the diagnosis was confirmed. No further excision of the breast lesion was performed.
During our study period, we received 156 FNAC specimens from male breasts. In the same period, we received 401 excision specimens from male breasts and diagnosed 19 malignancies, including two metastatic melanomas and one malignant lymphoma. Of these malignancies, four were diagnosed by core needle biopsy and nine were diagnosed with FNAC, leaving six malignancies without a preoperative diagnosis.
DISCUSSION
Our present study shows that core biopsy of male breast lesions with a spring loaded biopsy gun is a reliable method for achieving a preoperative diagnosis. For those biopsies with histological follow up, the diagnosis was confirmed in the excision specimen. The biopsies without histological follow up included two cases with carcinoma. In one of these cases, the diagnosis of small cell carcinoma was confirmed by independent review at the department of pathology of an academic hospital. The other patient did not receive surgery because of old age. Other biopsies without histological follow up were all benign and histological follow up was also not available in the nationwide pathology computer files. We assume that the follow up time is long enough to find cancers that were possibly missed.
''Of the 17 men with a diagnosis of benign or gynaecomastia, only three underwent surgery, which suggests that core biopsy was successful in avoiding 14 operations''
The number of cancers in this small series is relatively high, which no doubt reflects the selection of patients for this diagnostic procedure. Nevertheless, in the study period, six of 19 men with breast cancer in our files did not undergo an FNAC or core biopsy as a preoperative diagnostic procedure. All malignancies were in older men presenting with a unilateral lesion.
FNAC of the male breast has been more widely studied, and a high sensitivity, high specificity, and almost a 100% positive predictive value for the diagnosis of malignancy have been demonstrated. 1 3-9 The most important pitfall that has been reported for FNAC of the male breast is overdiagnosis of florid hyperplasia in gynaecomastia. This problem has been dealt with in case reports and some series, and the criteria to distinguish these lesions from carcinoma have been described. [10] [11] [12] Consequently, this does not seem to be a major problem because only a limited number of overdiagnoses have been reported from institutions that have some experience with FNAC of the male breast. 1 3-9 Nevertheless, hyperplasia in gynaecomastia was the reason that one FNAC was interpreted as suspicious (patient 1). A core biopsy showed gynaecomastia, which was confirmed in the excision specimen. At that time, we had only limited experience with FNAC of the breast, male or female. This reflects the fact that it will probably be easier to recognise florid hyperplasia in gynaecomastia in core biopsies than in FNAC by pathologists who have little experience with breast cytology. However, our results with female breast lesions suggest that equally good results can be obtained with FNAC and core biopsy by pathologists experienced in FNAC. 13 Interestingly, although the numbers are small, of the 17 men with a diagnosis of benign or gynaecomastia, only three underwent surgery, which suggests that core biopsy was successful in avoiding 14 operations. We have previously reported a reduction in the number of operations for benign lesions with the use of FNAC. 1 In conclusion, these data demonstrate that core biopsy of the male breast is a reliable, but too often neglected, Gynaecomastia  54  10  73  1999  Gynaecomastia  50  11  72  1999  Gynaecomastia  49  12  62  1999  Gynaecomastia  45  13  20  1999  Gynaecomastia  42  14  73  1999  Gynaecomastia  40  16  77  2000  C1  Benign  34  17  88  2000  Gynaecomastia  34  18  69  2000  Gynaecomastia  30  20  58  2001  Small cell carcinomaÀ  25  21  63  2001  Gynaecomastia  23  22  71  2001  Gynaecomastia  20  23  66  2002  Gynaecomastia  16  24  35  2002  Benign  7  26  76  2002  Gynaecomastia  5 *No surgical treatment because of age; Àdiagnosis on core biopsy confirmed at the department of pathology in the academic hospital. C1, inadequate; C3, atypia; FNAC, fine needle aspiration cytology.
preoperative diagnostic procedure. Core biopsy or FNAC should be used more often because these procedures can help to avoid unnecessary operations and can help in the planning of operations for cancer-for example, sentinel lymph node biopsies can also be performed in men with breast cancer. 2 Which method is to be preferred remains to be determined, but is also dependent on the local situation, such as experience in performing these procedures and the availability of pathologists trained in cytology.
